MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH - 4
DEPARTMENT OF PUBLIC HEALTH AND WELFARE °
Reglsteation District No. —________ 3 1_8_Prlmarv Registration District No. 1003__Reg|mar ‘s No. _4_2_39_. =5 STATE FILE NUMBER

DO NOT WRITE AME
ON THIS STUB NDED 5 51963
Bl 0 2 01303 Z. USUAL RESIDENCE (Whoro decessed lived. If insfifution: Residence belors
5. COUNTY

STATE NTY .
= Mi isseur i b, COU admission)
b. CCI,TY (If outsicte corporate limits, give TOWNSHIP only) Lengih of stay in Ib It —

R . OR .
TOWN St. Louis own St, Leuis Yes [J Ne[J

c. FULL NAME OF (If NOT in hoapital, give location} Inside Limits d. STREET {If cutside, give location) Resida on Farm
HOSPITAL OR ADDRESS

2/ INSTITUTION Homer G, Phillips Yes B No D3 4217 E. Coek Yes O No [

3. NAME OF DECEASED Firﬂ. Middie Lagr 4, DATE Manth Day Year
(Type or priny) Vielws Coleman DATH 12 11 62

5. SEX 4. COLOR OR RACE 7. Married []  Never Married [1 {8. DATE OF PIRTH | % AGE {last birthday) | IF UNDER | YEAR | IF UNDER 24 HR
Fem. Negre Widowed & pivorced 0 | 7/1571800 73 Months I Days Hours I Min.

108, USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12, CITIZEN OF WHAT COUNTRY

V5 300
Rev. 4/59

E AMENDED

1s)

uﬁ {lwlf nfdvorkmq life, sven if retired) .
Damestic work (‘larkvi11e,.—Ie.D.:!_ U.s, A
14. NAME OF H

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME USBAND OR WIFE

Ocar Redman Unltnown Widowed
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Addreas

(Yes, r\& or unknown) I(If yo3, give war or dares of servi Wil liam C~leman 4205 L B t
) a exinegtan

18. CAUSE OF DEATH (Enter only one cause por line INTERVAL BETWEEN
ART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMAMEDIATE CAUSE () Respiratory Arrest Urcet.

DOCUMENT

Conditians, if eny, DUE TO (b) Cerebral Thrembesis
which gave rise 10

sbowe “couse (0 D3N

lying cause last. DUE TC (c)

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART IIl. If deceased was female was
disease condirion given in PART | {a} there a pregnancy in last 90 days.

- . ID Yer | X No | 0O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUIKCIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
RS L

20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20a. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY

WHILE AT WORK [] farm, faclory, street, office bidg., etc.}
NOT WHILE AT WORK [J
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MEDICAL CERTIFICATION

21. | attended the deceasad from. 11-7‘6 12-11 -6., 12-11-63

Death ccculred 1 < '41 M on the date stated above, and to the best of my knowledge, from the causes sisted.

)
22s. SIGNATURE {Degres or [}] 22b. ADDRESS 22c. DATE SIGNED

2601 N. ‘-"ﬂnttipr 12-12-63

23a. BURIAL, CRE 1NN] 236 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, 1own, or county) (State)
REMOVAL (Spécl . 1 MO
Remova 12/16 /673 Washington Park X Berkely .

24. FUNERAL DIRECTOR ADDRES 25. DATE RECD. BY LOCAL REG. |26. R TRAR 3 SIGN. R.E
Harris-Boyd Mortuary 3706 Finney Ave.| DEC 16 1963 z: }I M /P,

{Li d Embaimers 5t on R Side)

and last saw im ative on

USE BLACK INK
OR

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STAYEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student

Signatyre of Student Embalmaer

Nofe: The above MUST. BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure t6 camply
with the above constitutes grounds for revocation of license).

If embalmed by & STUDENT, he also shall sign in his OWN handwriting.
If this body-is not embalmed, fact should be so stated above.




